of Midwives were established following legalization of midwifery, in Quebec a provisional body was established to determine who could practice as a midwife and who was eligible to receive midwifery care. The position of Quebec organized medicine was that any birth out of hospital was intrinsically unsafe, and it was on that basis that Quebec physicians were urged to boycott the pilot projects.
The birth centres were open only to midwife practice. The evaluation of the pilot projects was therefore simultaneously assessing both a "new" practitioner and a new-to-Quebec setting. This model resulted in physicians and midwives not having the opportunity to work together or learn each other's "culture," strengths and weaknesses. Midwives worked in isolation and were at risk of continuing with their prejudices against physician birth practices. Conversely many physicians were offended by the portrayal of midwives as specialists in the normal. This was especially true of those physicians who practiced a more intimate, supportive type of care. Because the birth centres were isolated from formal hospital backup; because physicians misunderstood and mistrusted both the setting and the practitioners; and because organized medicine blocked formal integration, integration did not occur. This made consultation and transfer difficult. The scene was set for miscommunication, misunderstanding and a clash of values and cultures, with mothers, babies and practitioners caught in the middle.
The absence of a full regulatory College of Midwives allowed some midwives to enter practice in the pilot projects without having all the needed clinical skills or the required familiarity with the health care system that would have come from being educated within it. Knowing that the midwives in the pilot projects had varying training and experience, some Quebec physicians were suspicious and judgemental. This interfered with the process of welcoming a practitioner in need and set up both the midwife and her client to have a negative experience or potentially even to avoid accepting needed consultation. This phenomenon, coupled with a different conceptualization of risk, was almost certainly behind some of the apparent excess stillbirths and other adverse outcomes found in the midwifery cohort.
Clinical and cost-effective comparison of midwifery care to medical care
Validity of this portion of the evaluation hinges on comparability of the cohorts. In fact the risk carried by the two cohorts cuts in different directions depending on what is being measured. Paradoxically, the midwife group seems to have carried more risk, leading to difficulties in finding matching controls. This effect would artificially lower risk for the residual midwifery cases in the analysis. Further, among those women transferred to hospital, an unreported proportion refused to sign consent to have their records analyzed and were thus eliminated from the experimental cohort. This would reduce the midwife cesarean section rate and neonatal adverse outcomes as well.
On the physician side, there were 41 women who had previous cesarean section vs one on the midwife side. A portion of the excess dystocia in the physician cohort is certainly due to this imbalance. If one eliminates the 17 physician controls who had a preemptive cesarean and another estimated 7 controls who would likely receive a cesarean for dystocia while attempting vaginal birth, the overall physician cesarean section rate drops from 13.2% to 10.3% vs 6.0% for the midwife cohort.
Since only a portion of the lower cesarean section rate on the midwife side can be attributed to supportive midwife care (the balance being due to the attitudinal and demographic characteristics of the midwifery clients that led them to select midwifery care), the difference between the cesarean section rates are in my opinion, clinically negligible. Similarly a marginally lower prematurity rate among midwife clients, especially considering the matching difficulties that eliminated some premature infants from the midwife cohort, should be attributed to characteristics of the women seeking midwifery care, not the care. The cause of prematurity is unknown, and supportive care has not been shown to lower it. Since cesarean section differentials are so central to the cost-effectiveness argument as well, these methodological difficulties are problematic.
Many other interventions and outcomes favoured midwifery care (such as decreased inductions, epidural use, episiotomy, instrumental deliveries and associated minor birth trauma, and maternal rectal trauma). Fewer midwifery prenatal investigations can be viewed as either an advantage or a liability depending on the test and whether it might or might not contribute to adverse outcomes. The decreased induction rate in the midwife cohort could be associated with both benefits in avoidance of other interventions but also potentially with some of the excess midwife stillbirths and possibly neonatal morbidity.
But none of the outcome differences are as important as the apparent excess midwifery rates of preventable stillbirths and neonatal assisted ventilation. Because of small numbers, however, it is difficult to sort out the neonatal outcomes. While there were an excess number of ventilated and hypotonic newborns in the midwife cohort, the five-minute Apgar scores and neonatal morbidity indices were not statistically different in the two cohorts, nor were there differences between the cohorts in admission of newborns to special care. This lack of synchrony among outcomes that are expected to go together suggests possible differences in technique or approach. The possible excess number of neonates in the midwife group who had seizures is too small for meaningful comparisons.
The cost-effective analysis demonstrated few financial benefits to midwifery care. Especially if the cesarean section rate difference is minimal, then the balance could go in favour of physician care. This analysis, however, is based on birth centre care out of hospital, and the model required the creation of a new physical environment and at least minimal staffing and overhead. While Quebec has decided to defer a decision on whether to permit home birth, from a cost perspective only, home birthnot out-of-hospital birth centres -might be the only way to save significant dollars. But home birth would only save significant dollars if the practice were so widespread as to permit the closing of whole maternity wards or services -an unlikely occurrence.
CONCLUSION
The investigators have conducted a difficult yet credible scientific analysis of a complex social experiment that took place under far less than ideal circumstances. In consequence, it is not possible to know fundamentally if the "experiment" failed in some areas or if the system studied was so idiosyncratic to the experimental conditions that there is little to be learned for the rest of Canada -except to avoid such a model.
Because of methodological difficulties in creating comparable cohorts, procedure rates and adverse events within the midwifery cohort are almost certainly underestimated. But the responsibility for adverse perinatal events must be widely shared. The government established an isolated system of midwifery care that did not take into account the clash of values between midwives and physicians and the risk to women and babies and ultimately organized midwifery of a dysfunctional system. Some midwives whose training and orientation appears to have been less than optimal in some areas had a part to play. Organized medicine may have had reservations about birth out of hospital, but they allowed these concerns to interfere with their primary duty to mothers and babies, even though some physicians might rationalize non-cooperation with the pilot projects as an effort to prevent adverse events. This made it more difficult for consultation and backup to take place.Tragically, because of their beliefs and likely past experiences with physicians and other authority figures, some women may have made decisions that apparently contributed to adverse outcomes. In a less adversarial environment, some of this latter phenomenon might have been avoided.
The conclusions of the investigators and the blue ribbon panel convened by Quebec to revisit the adverse perinatal results, and my own conclusions are concordant. Integration, not separation, is needed for midwives and their clients to have the full benefit of midwifery practice. It is possible for midwives to be autonomous while working in a collegial fashion with physicians. Midwives and physicians need to train in proximity and share some teaching faculty in order to learn from each other and to have an opportunity to establish trusting relationships based on reality and not rhetoric, stereotypes and mythology. Physicians and midwives should be able to practice together in birth centres and in hospitals. What is important is not who you are but how you practice.
Midwifery is here and has an important role to play. The unambiguous message for Canada is that failure to develop an effective integrated education and practice system for midwives will potentially harm mothers and babies. Designing the optimal atmosphere for its success demands that people of goodwill move rapidly and creatively to work across disciplines and political and territorial boundaries, free of distracting financial and ideological battles, always focussing on the well-being of women and babies. L'exercice de la profession de sagefemme au Québec : leçons pour le reste du Canada Michael C. Klein, MD, CCFP, FAAP (néonatal -périnatal) , FCPS Dans ce numéro, on peut prendre connaissance des conclusions d'un groupe pluridisciplinaire de chercheurs au sujet du fonctionnement de divers projets pilotes sur l'exercice de la profession de sage-femme au Québec. Le gouvernement québécois a imposé la réalisation de cette recherche comme condition préalable à la légalisation de l'exercice de la profession de sagefemme. Idéalement, l'évaluation aurait dû être faite dans des conditions permettant de juger de la qualité du travail des sagesfemmes ainsi que du fonctionnement du système. Malheureusement, les conditions dans lesquelles l'expérience a été menée ont été moins qu'idéales, ce qui a laissé un grand nombre de questions sans réponse.
Le ministère de la Santé du Québec, faisant face à l'opposition du corps médical
